Diseases of the Pancreas.: Review of the Present Status of Knowledge Concerning Them. by Priestley, Crayke
A case in illustration of the foregoing is that of Mrs.
J. D., a married woman, 37 years of age, who had a
serious stomach and intestinal indigestion for iy2 years
prior to her eye-examination in May, 1896. I have no
analysis of the stomach contents made after a test-meal,
but that the function of the stomach was greatly dis-
turbed may be inferred from the fact that at the time
of her examination the stomach retained nothing, not
even water, longer than twenty minutes. For more
than a year she had been under the care of a physician,
and had spent three months in a hospital, where she was
placed upon the strictest dietetic regimen, and where
all resources were exhausted in the attempt to correct her
distressing conditions. An examination of her eyes re-
vealed an astigmatic condition, unequal in the two
eyes. The muscles were normal in balance. The effect
of correcting this eye-strain with glasses was marked.
Within twenty-four hours the intense irritability of the
stomach and the nausea had almost entirely disappear-
ed; and within a fortnight the" patient was eating a
varied diet and was free from all symptoms of indiges-
tion. She remained well for more than a year, when
some symptoms of returning indigestion prompted her
to come for another examination. A slight change in
the astigmatism was found and corrected, whereon the
disturbing symptoms promptly disappeared.
In the foregoing I have not taken extreme cases to
illustrate the conditions, nor extreme conditions for my
subject-matter, but have confined myself to a few com-
mon, as I think, conditions resulting from eye-strain,
a statement which any physician can soon verify for
himself. It may be that this matter is familiar to
most or perhaps all of you here, but that it is not gen-
erally familiar to the medical profession I have many
times had impressed upon me by my experience with
patients, and this is my reason for presenting it.
523 Delaware Avenue.
DISEASES OF THE PANCREAS.




The difficulties in diagnosing pancreatic affections are
so numerous and gigantic that we rarely find a case in
literature where a correct diagnosis has been made be-
fore operation or necropsy. However, there are some,
and this fact should prove a powerful stimulus to all
medical men in their study of this organ. Within re-
cent years, more attention has been given to the pan-
creas than hitherto, and with results quite gratifying.
To these the writer wishes to call attention, with the
hope of arousing greater interest in these affections.
Pancreatic hemorrhage may occur as small infiltra-
tions diffused through all or a part of the gland, or it
may consist of a large effusion of blood into the gland
and the surrounding tissues. Anders1 has collected 40
cases of pancreatic hemorrhage, and in all except 1,
there was hemorrhagic infiltration into the gland itself.
In 17 cases, the structures around the pancreas were in-
filtrated, in 12, the retroperitoneal tissues, and in 5,
the lesser peritoneal cavity. This affection is more
common in males of rather advanced years. In Anders'
collection, mention is made of the use of alcohol in the
Read before the Iowa State Medical Society, Des Moines, May
16, 1900.
anamnesia of 14 cases, of dyspepsia in 3, of jaundice in
2, and of traumatism in 3. Heart lesion was found in
2 cases, and primary carcinoma in 1. The attack be-
gins suddenly with severe colicky pain in the epigas-
trium, vomiting, and all the manifestations of profound
shock; death follows very shortly, sometimes immediate-
ly, and usually within forty-eight hours. A diagnosis
is seldom made before the necropsy.
Of acute pancreatitis we have three recognized vari-
eties; the homorrhagie, the suppurative, and the gan-
grenous.
In the hemorrhagic form, the organ is enlarged, is of
a chocolate color, and shows circumscribed and diffuse
infiltration of blood in the interstitial fat tissue. Dis-
seminated fat necrosis is also frequently seen; this con-
sists of numerous small or large, white, opaque areas,
situated within the gland or in the subperitoneal fattissue. This peculiar necrosis is found only in affec-
tons of the pancreas. A. Katz and F. Winkler2 con-
ducted a series of experiments on dogs—fifty-one in
number—in which they tied, and then divided the ducts
of the pancreas. They found, as a result, marked fat
necrosis most pronounced in the areas nearest the liga-
tures, consequently they concluded that the necrosis is
due to the fat-splitting ferment of the pancreas. Hem-
orrhage was almost invariably found around the areas
of necrosis; and it is probable that this increased the
tendency to necrosis by lowering the vitality of the af-fected tissues. The symptoms are sudden, violent, deep-
seated pain, and great tenderness in the epigastrium.Fever is moderate. There is a rapid pulse and anxious
expression—indications of collapse; also vomiting and
constipation or a fatty diarrhea. Jaundice may bepresent, and is due to pressure of the swollen head of
the pancreas on the common duet. The prognosis isbad but not absolutely hopeless, as recovery has beenknown to take place. Osier3 records a case which was
diagnosed as intestinal obstruction. The abdomen was
opened and acute hemorrhagic pancreatitis discovered;
the abdominal wound was closed and the patient recov-
ered. This proves beyond all doubt that recovery may
ensue, and it is an open question whether these cases are
not sometimes considered as biliary colic and go on un-
recognized to complete recovery.
In acute suppurative pancreatitis, we find either onelarge abscess occupying the head, body, or entire organ,
or numerous small areas of suppuration scattered
throughout the gland. The abscess may rupture into
one of the adjacent hollow viscera, in which case broken-
down pancreatic tissue might be found in the stools.
The infection probably extends from the duodenum
along the pancreatic duct into the gland, and there isfrequently a history in these cases of repeated attacks
of gastroduodenitis. Peritonitis may result from the
rupture of one of the small abscesses, or pleurisy fromthe extension of the inflammation through the dia-phragm. In the suppurative form, the symptoms are
usually not so severe nor acute, and pain may be slight
or absent. Evidences of septicemia become gradually
more and more pronounced, there are chills and sweats,
with a very irregular temperature and a progressive
cachexia; jaundice may appear, as may also fatty stools.The disease runs a course usually of several months.
In gangrenous pancreatitis, the gland frequently pre-
sents the same appearance as in the acute hemorrhagicform, except that there is a circumscribed gangrenous
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area. When the gangrene is extensive, the whole organ
may be destroyed. It is found to be a dark brown, soft,
shreddy, decomposing mass, loosely attached, or even
floating freely in a thin, purulent, foul-smelling fluid
which is contained in a sac, formed by inflammatory
exudate and the adjacent peritoneum. As in the case
of abscess, a communication may be formed with the
bowel and the sac contents, and pancreas and all may
be evacuated through this channel. Trafoyer* reported
a case in which the pancreas was discharged per rectum
and the patient lived seventeen years afterward. Fat
necrosis is usually very extensive in cases of gangren-
ous pancreatitis. The symptoms are practically those
of acute hemorrhagic pancreatitis, but the course of the
affection is somewhat more protracted.
There is another condition to which attention should
be given, but before proceeding further, permit me tr
record the notes of two cases.
Case 1.—G. H, a male, aged 25 years, with previous history
good, noticed pain and swelling in the right parotid region,
Jan. 18, 1900; this increased on the following day and the left
side became involved. He came under observation January 21,
when he presented a typical case of mumps. He was seen
again January 25, by which time the parotid swelling had
almost disappeared. The temperature was 100, the pulse 80,
and the patient complained of a pain and aching in the
epigastrium and of very distressing nausea. January  26 the
temperature was 101, the pulse 105, and the pain in the
epigastrium was intense and accompanied by very great
tenderness. He vomited eight times, but the bowels had not
moved, nor had he taken any nourishment for over forty-eight
hours. The pain was so severe as to require the hypodermic
administration of 1/4 gr. of morphin. January 27 the tem-
perature was 100.6, pulse 105, and pain and tenderness in the
epigastrium still great but not so intense as on the previous
day. He vomited once and had several spells of retching; the
bowels moved after he had taken 10 grains of calomel; but on
the whole, he was very miserable. January 28 the temper-
ature was 99, the pulse 80, and the pain and tenderness in the
epigastrium had moderated considerably, though still present
and distressing. He took a small amount of milk, and did not
vomit or suffer greatly from nausea. January 29 the temper-
ature and pulse were normal, and he felt much better and
relished food. There was not much pain, but the tenderness in
the epigastrium still remained. From this time on he im-
proved very rapidly, the tenderness disappearing entirely after
about three days.
Case 2.—J. McQ., a male, aged 14 years, had the mumps
on the left side only. The disease appeared February 12, but
he was not seen until February 16, when the parotid swelling
was scarcely noticeable. He complained of severe headache
and pain in the epigastrium. The temperature was 102.5 and
the pulse 80. February 17 he vomited five times, and the
pain in the epigastrium became more severe, and later quite
agonizing, and was accompanied by nausea and exquisite
tenderness; the temperature was 102.5, the pulse 90. The
parotid swelling had entirely disappeared, but he had complete
anorexia and obstinate constipation. February 18 the tem-
perature was 100, the pulse 80, and he vomited twice; the
pain and tenderness in the epigastrium were severe, but not so
bad as on the day before. A small, hard passage from the
bowels resulted from a large soapsuds enema. February
19, the temperature and the pulse were normal, and the pa-
tient was much better and hungry. There was no pain, but
some tenderness in the epigastrium, which continued for two
days.
In the foregoing cases, we have all the symptoms of
an acute, though brief attack of pancreatitis, and in
view of the great similarity, anatomically and physio-logically, between the parotid and the pancreas, we arejustified in considering that in these cases there was a
pancreatitis due to mumps, similar in every way to the
parotitis so commonly seen. This may be due to a
metastasis, such as not infrequently occurs in the testes,
ovaries, and mammae; or, what seems even more prob-
able, may be due to a secondary affection, the infective
material passing through the stomach into the duod-
enum thus gaining access, through the duct of \\ ir-
sung, to the pancreas, as it undoubtedly does through
Steno's duct to the parotid. The urine and feces were
examined in both cases with negative results; however,
when the pancreatic involvement is of such short dura-
tion, and is followed, as it undoubtedly is, by complete
restoration of function, we could scarcely expect to find
evidences of the disturbance in these excretions. There
is no way in which this theory can be proved, but the
notes of several other similar cases indicated that the ex-
planation given accounts for the symptoms described.
H. F. Harris5 reported a case of diabetes that quickly
followed the mumps in a man, aged 42 years; he also
found several references in the literature to the fact
that this happens not infrequently. It is well known
that sometimes mumps produces permanent destruction
of the parotids, and it is no more than reasonable to sup-
pose that, in this instance, there was a pancreatic in-
volvement which terminated in complete, or almost
complete, destruction of the pancreas. This case tends
greatly to strengthen the supposition in regard to the
cause of the symptoms in the cases recorded in this
paper, and to prove that instances of pancreatic mumps
are not at all rare. This can not be proved, because it
is seldom indeed that permanent changes result from
mumps; and where these changes are not permanent,
the organ, after a few days, returns to its normal con-
dition, in which event all symptoms quickly subside.
No mention of these cases is to be found in the standard
text-books or in current literature, and notes of any
would be very interesting.
The treatment of all forms of acute pancreatitis ispurely symptomatic, except in the suppurative and gan-
grenous forms, where, if the condition be recognized,
surgical interference may prove serviceable.
Chronic or indurative pancreatitis presents an over-
growth of the connective tissues of the gland with de-
struction of the parenchyma. A part or all of the organ
may be affected. It is hard and indurated, with a
smooth surface, and on section,'large fibrous bands are
seen surrounding or replacing the lobules of the gland-
ular tissue. Fatty degeneration of the cells occurs and
here and there may be seen small white spots, due tothe accumulation of crystals of the fat acids or deposits
of calcium salts, while Wirsung's duet is usually en-larged and sacculated.
The causes given are alcoholism, chronic inflamma-
tion of the pancreatic duct, due to repeated attacks ofgastroduodenitis, or anything causing obstruction of
the duct such as calculi or the pressure of adjacent neo-plasms.
The disease begins slowly with the symptoms of
chronic gastritis; then comes deep-seated pain in the
epigastrium, occurring paroxysmally and accompaniedby considerable prostration and great anxiety on thepart of the patient. No doubt many cases in the earlier
stages are mistaken for chronic intestinal indigestion
with acute exacerbations. Jaundice may exist and is
usually permanent; it results from pressure by the head
of the pancreas on the common duct. Constipation is
the rule, but may be interrupted by sharp attacks of
Downloaded From: http://jama.jamanetwork.com/ by a Carleton University User  on 06/19/2015
fatty diarrhea, and these stools may be colorless even
when jaundice is not present.
Glycosuria has frequently been found in cases of
chronic pancreatitis, and a few years ago it was thought
that in this disease we had at last discovered the origin
of diabetes; but this belief, however, was short lived.
It has been proved that complete removal of the gland
always causes marked glycosuria. If from one-eigh-
teenth to one-twelfth of the gland remains intact, gly-
cosuria is present but not pronounced, while if one-
tenth is allowed to remain, glycosuria does not neces-
sarily occur. Thus we see that before sugar appears in
the urine as a result of pancreatic lesion, very extensive
destruction of the gland must have been brought about.The changes in the gland are permanent, so the treat-
ment must of necessity be to relieve, as much as possible,
the symptoms. The administration of minced pancreas
has been said to be of value.
Pancreatic calculi are formed of calcium salts, either
the carbonate or phosphate, and are generally the result
of a chronic inflammatory process of Wirsung's duct,
or of some obstruction of the duct from any cause what-
soever. The stones vary greatly in size and number; they
may be as fine as sand and be almost innumerable,
or there may be one calculus as large as a walnut. Oc-
casionally they ulcerate through into the stomach or
bowel and may be found in the stool. They may be so
large or numerous as to cause complete obstruction of
the duct, in which event a cyst results, or they may pass
through the duct, giving rise to pancreatic colic which
may be indistinguishable from biliary, unless glycosuria
or free fat in the stools should be discovered. Jaundice
is common during or after pancreatic colic, thus making
the diagnosis even more difficult. The treatment is
the same as for gall-stones.
Pancreatic cyst may be congenital, but more fre-
quently it occurs in adults. Von der Haan8 has re-
ported the only case of a cyst in a child, due to trau-
matism,.the usual cause being an obstruction of the pan-
creatic duct or one of its branches. If Wirsung's duct
is obstructed, one large cyst which may destroy the
whole gland results, while if several of the contributing
ducts are closed, we may have numerous cysts of small
dimensions, the remaining portions of the gland being
unaffected and functionating normally. Hematoma
are not infrequently the origin of cysts, and traumatism
also may result in cyst formations. The consensus of
opinion now, however, leans toward considering these
as instances of encysted peritoneal effusion, involving
the omental bursa. The fluid of pancreatic cysts has a
specific gravity of from 1010 to 1026, is of a grayish
color, cloudy, and alkaline in reaction. Microscopic
examination shows fat globules, epithelium, leucocytes
and crystals of cholesterin and the fatty acids. If the
cyst is large, we have pressure symptoms such as epi-
gastric pain, jaundice and ascites in addition to the dis-
turbance caused by the absence of the pancreatic secre-
tions in the process of digestion. Vomiting and consti-
pation or fatty diarrhea may be present, and if extensive
destruction of the gland has taken place, glycosuria may
appear. The tumor, when large enough to be palpated,
feels round and smooth, is slightly movable and lies
usually between the stomach and the transverse colon.
Inflation of the last mentioned organs may aid in locat-
ing the cyst, but aspiration of the tumor is a very
dangerous procedure and not to be advised, since the
treatment belongs to the domain of surgery.
The next and last disease we have to consider is car-
cinoma of the pancreas. This is generally primary,
and occurs more frequently in males than in females,
and—as is the rule of carcinoma of any part—in per-
sons past 40 years of age. Scirrhus is the most com-
mon form and the head of the organ is most frequently
affected. The density varies; if the fibrous tissue pre-
dominates, it is very hard and, if degeneration has taken
place, it may be even mushy. The neighboring organs
and tissues are generally affected either by direct exten-
sion of the growth or by metastasis. If the duodenum
is affected or pressed on, the stomach becomes dilated,
and the portal vein may be compressed and give rise to
ascites. Pressure on the inferior vena cava causes an-
asarca of the lower portion of the body; and if the com-
mon duct is involved, intense and permanent jaundice
results, accompanied by dilatation of the gall-bladder
and enlargement of the liver. If the tail of the pan-
creas is the seat of the growth, left-sided hydronephrosis
may result from pressure on the ureter. (Fitz.)
The disease is seldom recognized during life, but there
are some signs which if discovered may lead to a correct
diagnosis. These are glycosuria, a deep-seated tumor
in the epigastrium, and the presence of undigested
muscle fibers in the stools when no diarrhea exists,
which is always an indication of the absence of pancre-
atic secretions.
The prognosis and treatment of pancreatic carcinoma
require no discussion.
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SYMPOSIUM ON DENTAL EDUCATION.
DISCUSSION.
Dr. G. V. I. Brown, Milwaukee\p=m-\Iam sorry Dr. Hill is
not present to take part in the discussion of this subject, as
his paper is not a set of phrases put together for the day or
the time, but is based upon his own practice. Dr. Hill, a
physician, is better capable of discussing the pathologic con-
ditions, local and general, that have relations to affections of
the mouth than almost any dentist that I know. He sends
a great many patients to me; almost every case is diagnosed,
and very rarely, if ever, do I find reason to change the diag-
nosis.
Dr. Cryer.\p=m-\Beingonly a visitor to this Section, and not
having heard all the papers read upon the subject, there is but
one point on which I can speak. Throughout the reading and
discussion of papers in dental meetings, there seems to be a
tendency for the dental profession to find fault with the medi-
cal profession for their treatment of the dentists. In my as-
sociation, as a dentist, with the medical profession, and when
I attend their medical meetings. I am treated with the utmost
courtesy; when the dental profession is spoken of it is with
the greatest respect, and it is constantly recognized according
to its worth.
It is claimed by your speakers here to-day that dentists are
not' recognized by the medical profession. Do we recognize
the medical profession as we should? We constantly claim
that dentistry is a specialty of medicine as is ophthalmology
or laryngology; yet, in Rhode Island, a graduate of the Uni-
versity of Pennsylvania in medicine and dentistry was ar-
rested and taken into court through the instigation of the
dental profession of that state, for practicing dentistry with-
out a license. He had taken out the license to practice medi-
This discussion is on papers presented before the Section on
Stomatology, at the Fifty-first Annual Meeting of the American
Medical Association. The Journal, vol. xxxiv, page 1661 et fol.
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